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CHAPTER I 
INTRODUCTION 
So great is the current emphasis on comprehensive 
rehabilitation for individuals with chronic and disabling 
diseaaes, that one might almost be tempted to believe the 
process originated in the twentieth century. Actually, it 
is as old as man, having only recently acquired new and 
meaningful importance because of the growing numbers of 
people in this country with physical disabilities and men-
tal suffering resulting from long-term sicknesses. 
At pres·ent the United States faces what Knudson 
1 
cal]s a "stockpiling of chronic ilJi.ness." Among the lead-
ing clinical entities comprising this group of illnesses 
is the cerebro-vascular accident resulting 1n hemiplegia. 
Although valuable contributions have been made which aid 
in the treatment of the acute phase of the diseas.e, much 
still. remains to be done to bridge the gap between the bed 
and the job or at least between the bed and a state of 
maximum functional independence. 
1. Knudson, A.B.C. ttPhysical Medicine and 
Rehabilitation Pres;cription and Effec-
tiveness in Chronic illness, 11 ~~~~ 
of Physical Medicine •. March,, 1953 ,, 
1 
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Since it is; the nurse who spends more time than any 
other team member caring for the hemiplegic patient in the 
hospital and in the community, it appears reasonable to · 
assume that she is in a position to make significant and 
even unique contributions to the continuity of his reha-
bilitative care from the acute phase of the disease to the 
stage of maximum restoration. Yet, the growing numbers of 
hospital-discharged persons with hemiplegia requiring 
prolonged training and corrective therapy for physical 
disabilities and emotional maladjustments, often incurred 
during the period of hospitalization, appear to indicate a 
serious need on the part of the nurse to better understand 
as well as put into practice the significant implications 
embodied in the term 11 total patient care." 
In recognition of' this need, it seems likely that 
some of the problems presented by individuals with hemi-
plegia seeking aid from a rehabilitation clinic might yield 
information which would illustrate whether or not our 
present practices are in accord with our current knowledge 
and treatment of hemiplegia, particularly in relation to 
the role of the nurse during the early phase of the 
rehabilitati0n of these people • 
2 
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Statement of the Problem 
The problem then becomes one of investigating the 
records of sixty-five patients with hemiplegia admitted to 
a specific rehabilitation clinic in the years 1951 and 
1954 to ascertain if implications for the nursing care of 
the hemiplegic patient in the acute and early convalescent 
phases can be derived from the reported social and medical 
characteristics. 
Since it is recognized that some of the patients 
seeking the resources of the clinic may have suffered dis-
ability prior to the time when researchers identified and 
tested rehabilitation technics, the picture presented may 
not be an exact deliniation of present day practices. It 
is thought, however, that if there are some discrepancies 
between present day practice ann that of prlor years, the 
differences will serve to point up the role of the nurse 
in the early stages of the rehabilitation of the patient 
with hemiplegia. 
The problem resolves itself into three specific 
questions~ 
1. What role,, if any, does the nurse have 1n 
promoting the rehabilitation of the hemiplegic 
patient as rapidly as poss;ible as determined 
from the records of social and medical 
3 
characteristics of the patient, either directly 
or by implication? 
2. If it is found that the nurse has a role in the 
rehabiiitatian of the hemiplegic patient, what 
needs to be done to insure that the patient 
benefits from her application of it? 
3,. If it is determined that the nurse carries out 
this role, is there anything further which needs 
to be done to assure the hemiplegic patient of 
satisfactory nursing care? 
Purposes of the S.tudy 
The purposes of the study are: 
1. To ascertain what the concept of the role of the 
nurse is in accepted present-day practice in the 
rehabilitation of the patient with hemiplegia as 
determined from reported literature. 
2. To consider whether or not this concept is 
identified in the records of a selected rehabil-
tation clinic by direct entry or by implication. 
3. To identify the gaps between the nurse ' s pos-
sible role during the acute and early convales-
cent phase in the rehabilitation of the patient 
with hemiplegia and the actual accomplishment as 
seen from the differences in concepts and 
practice. 
4 
4. To make such proposals for better nursing 
practices in the rehabi1itation of the patient 
with hemiplegia as revealed 1n the concepts 
and findings. 
Limitations and Scope of the Study 
The study is limited by the methodology in that it 
seeks to secure the information through the social and 
medical data reported in one, specific rehabilitation 
clinic. Nonetheless, it is hoped that whatever principles 
of rehabilitation nursing are implied by these data, they 
will be important enough to merit their integration into 
the daily care given to patients with hemiplegia in any 
hospital or 1n any community • 
. A second limit.ation stems from the short period 
of time 1n which emphasis on rehabilitation for people 
with hemiplegia has been in practice in our culture. It 
is believed, however, that both positive and negative 
factors will highlight what needs to be done for such 
people in the future insofar as the information relates to 
nursing. 
A third limitation arises from insufficient des-
cription of some of the data due to the lack of a uniform 
method of categorizing them in the clinic or incomplete 
entries on the recorda even where standardization did 
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exist. Such discrepancies will be indicated wherever they 
are encountered. 
Method of Approach to the Study 
The first source of data used in this study was 
the literature on rehabilitation and rehabilitation nur-
sing, particularly of the patient with hemiplegia, from 
orthopedic and rehabilitation text-books. articles from 
nursing journals, medical journals, physical therapy 
periodicals, occupational therapy journals and pamphlets. 
No publications were encountered which dealt strictly 
with the topic of this particular study, but all sources 
of information were used to advantage as a basis for under-
standing what previous findings had been published relativ 
to the general role of the nurse and other team members in 
rehabilitation as, a whole as. well as the specific restora-
tion of the patient with hemiplegia. Suggestions from 
these sources were also incorporated into the philosophy 
guiding this study. 
~'he second source of data was concerned with 
specific, objective characteristics which were obtained 
from the medical and social records of the sixty-five 
individuals with hemiplegia admitted to the rehabilitation 
clinic in the years 1951 and 1954. The information from 
these data was tabulated, analyzed and compared for 
6 
-similarities and differences and implications for nursing 
were drawn from the findings. The years 1951 and 1954 
were selected because they represent the first year of the 
clinic in operation and the last full year of o·peration, 
respectively, thus affording the reader an idea of its 
growth in size and in the status of its rehabilitation 
program. 
7 
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Definition or Terms 
In order to clarify the terminology applied to 
the medical and social data in this atudy, the following 
definitions are supplied: 
A. Hemiplegia: a paralysis involving two extremi-
ties on the same side of the body. 
B. Rehabilitation: the restoration of the 
dis.abled person to the greatest physical, 
mental, social, vocational and economic 
us:efulness of which he is: capable. 
<.i. Rehabilitation Clinic: an organization 
providing: 
1. a coordinated approach 1n the evaluation 
of a disabled person's condition. 
2. the means of effecting the best possible 
restoration of the whole individual. 
D. Activities of Daily Living: the one hundred 
aT more actions a person must be able to 
perform for himself 1n order to meet the 
demands of daily living. 
E. Prime of life the age interval of forty to 
sixty years. 
F. Marital Status: whether the individual is 
single, married, divorced or widowed. 
8 
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G. Occupation: that field of work the patient 
engaged in previous to the onset of hemiplegia. 
It is· categorized as follows: 
1. Profess;ional work 
2. Housekeeping 
3. Bp.siness 
4. Service Occupations 
5. Industry 
6. At Home 
7. Student 
H. Education; according to the grade terminated 
in school. 
I. Source o~ Referral: according to the type of 
person or public or private organization 
making the referral. 
J. Duration of rehabilitation training: that 
period of time ~rom admission o~ the individual 
to the rehabilitation clinic to the date of 
discharge from the clinic. 
K. Discharge Disposition: the statement included 
on the patient's record regarding his status 
in terms o~ ~unctional ability following 
evaluation and/or training in the rehabili ta.-
tion clinic. 
9 
L. Rehabilitation Rating: the decision of the 
rehabilitation team regarding the individual's 
capacity for rehabilitation. It is described 
as follows: 
1. Feasible, if the prospects for optimum 
functioning within the patient's 
llimi tat ions were ho.pe.ful. 
2. Not Recommended, if the prospects .for 
optimum .functioning within the patient's 
limitations were not .favorable. 
10 
CHAPTER II 
THE UNDERLYING PHILOSOPHY OF THIS STUDY 
In the writer's experience as a nurse in general 
medical-surgical units· as well as in the orthopedic ser-
vice, she has often encountered those patients who were 
given what was considered detailed nursing care and yet 
could not perform the simple functions of daily life even 
though they were capable o1· being taught to do so. 
Promment in this group of patients were the ones 
,· 
suffering from hemiplegia. Twenty years ago the condi-
' 
tion of these patients was oonsidered so hopeless that 
diagnosis and little else was usually attempted for those 
so affected. Equally unfortunate was the fact that many 
nurses were completely unaware that they had not only the 
responsibility of caring for the immediate personal needs 
of the patient but also the duty to provide guidance and 
opportunity for the restoration of the patient to his 
fullest physical, mental, social, economic and vocational 
uaefulne s s .• 
Yet, within recent times:, a dynamic approach to 
the problem of the hemiplegic patient, using technics 
11 
which meet the total needa of this type of individual, has 
shown that much can be done to train these people to lead 
lives of self-sufficiency and usefulness. 
Unfortunately, in the past, the medical 
attitude toward hemiplegia has been one of 
hopelessness and helplessness. If a dynamic 
approach is: used, however, the hemiplegic is not 
a ~ost cause. Spot checks; have shown that 90 per 
cent can be taught ambulation, self-care and 
urinary and fecal continence, 1and 40 per cent can be taught to do gainful work. 
The reason for such a dramatic difference must 
surely be credited to a change in the philosophy of those 
concerned with the restoration of the sick and disabled 
to a more useful way of life. If we conceive of rehabili-
tation for the handicapped as broadly as, do Worden and 
Hamilton, then: 
Rehabilitation becomes in effect those 
experiences which provide for the individual the 
opportunity to equip himself with whatever he 
may need in order to regain2his highest degree of functional independence. 
Often, inadequate treatment and attention to 
measures other than those immediately concerned 1.vi th the 
1._. Rusk, Howard, "Rehabilitation of the 
Hemiplegic," Postgraduate Medicine, 
April, I954, 347. 
2. Worden, Ralph and Kenneth Hamilton, "The Use 
of University Facilities: in a Broad 
Rehabilitation Program for the ~isabled, 
Archives of Physical Medicine, October, 
1.954, 621. 
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preservation of life of the patient stricken with a cardio-
vascular accident has: resulted in much untold suffering 
and unnecessary disability. Because of the drama usually 
associated with the treatment of a patient \'Ii i th hemiplegia 
1n the acute period, the · professional members treating and 
caring for him may fail to appreciate fully the fact that 
the process of rehabilitation begins simultaneously with 
the onset of the individual's illness. This being so, it 
is reasonable to assume that the nurse who is properly 
educated, well directed and able to relate to and teach 
her patient would be able to make a most desirable contri-
bution to the ultimate result of the patient's recovery. 
Not only could she devote her time to maintaining optimum 
personal hygiene, but, with guidance, could prevent defor- ,· 
mities and teach simple exercises and self-help measures 
within prescribed limits. 
It is of equal importance that all other personnel 
responsible for the care of the patient sufficiently stress 
the maintenance of emotional stability and the acquisition 
o'f those physical activities of daily life for the more 
complete restoration of functional independence in the 
patient. "Living" to a patient with hemiplegia should 
mean more than a vegetative existence, except for the 
relatively fe'l.'ll whose condition does not in any way respond 
to therapeutic regimes. Adequate opportunity must be 
13 
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given to the prompt and continuous process of teaching and 
stimulating the patient to learn to live and work with what 
he has left. Although the lack of specially trained per-
sonnel to effect this rehabilitation of the tota~ patient 
is great, this fact is often of far less significance than 
the lack of an adequate conception of what the problem is 
or even a lack of interest in its solution. 
Physical medicine can't be done with 
push-button therapy or research. Methods of 
physical rehabilitation are common sense, active 
procedures for which medical wor!ers seem to 
lack the concept and philosophy. 
Taylor points out still another danger in our 
approach to the solution of this problem. 
One of the greatest tragedies in our 
present system of teaching is wrought through 
the separation of all subjects into isolated 
units with no direct bearing on each other as 
related to the chief objective.4 
Obviously the team plan appears to be the most desirable 
means for effective approach to total rehabilitation of the 
patient with hemiplegia, for it encourages the contribu-
tions of all individuals who care for the patient. A well 
' 
3. Knuds·on, A.B. C.~ "Physical Medicine and 
Rehabilitation Prescription and 
Effectiveness in Chronic illness," 
Archives of Physical Medicine. 
March~ 1953, 168. 
4. Taylor. Effie,. "A Mental Hygiene Concept of 
Nursing," American Journal of Nursing, 
July, 1932, 778 • 
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trained auxiliary worker, for example, can perform many 
direct services which contribute to the personal comfort 
of the patient. The nurse-superviso~ can also contribute 
to the well being of the individual by intelligent handling 
of her particular nursing and administrative responsibil-
ities. These may not always be as apparent or as gratify-
ing to the patient as a bath or some other functional 
activity, but, nonetheless, they contribute much to his 
overall rehabilitation. In like manner, numerous other 
members of the professional group such as the doctor, the 
physical therapist, the social worker and others function 
in ways best suited to promote maximum recovery of that 
person with hemiplegia who makes persistent and sincere 
efforts to participate in his o~m rehabilitation training 
program. 
Thus, although a team leader is required for a 
team plan, such a system tends to distribute aut hority 
among many people who willingly share their knowledge and 
skills whenever the occasicr.n arises rather than centralize 
supreme authority in one person. Such a working relation-
ship naturally concedes recognition and appreciation of 
the worth of the contribution of each member of the team 
to the total picture of the rehabilitation of the patient. 
However, it is apparent that the work done by the respec-
tive members a:f the team, and particularly the nurse, will 
• 15 
be incomplete and far from adequate unless each one contri-
butes to teaching the patient to help himself. 
In order for the nurse to best attain this objec-
tive when caring for the patient with hemiplegia, she must 
forsake her tendency to regard rehabilitation as a distinct 
highly complex process, able to be effected only by a team 
of medical specialists and therapists. Indeed, she must 
become acutely aware of the fact that not only is much of 
the rehabilitative process inherent in good nursing care, 
but that it is: a coo:perative venture involving the patient 
and all personnel concerned with his welfare. 
The role of the· nurse in the total 
rehabilitation plan may appear to be small, but 
it is a vital one. Regardless of how simple a 
service is rendered, if it meets a need it is of 
greatest value. Rehabilitation cannot be accom-
plished solely by one individual or profession. 
It takes understanding, teamwork and recognition 
of the f act that the most important profession or 
worker at any time is the one for whom the patient 
has the greatest need at the moment; the moment 
is but a pas s ing phase, the profession or worker 
is but a link in the long chain of progress. Let 
nursing not be the weakest ~ink!5 
Morrissey emphasizes the same philosophy: 
Nursing 1n rehabilitation comprises all 
the fundamental technics of general bedside nursing 
care. In addition, certain specialized rehabi1i-
tation techniques must be practiced and among these 
5. Knocke, Lazel~e, "The Role of the Nurse in 
Rehabilitation, American Journal of 
Nursing, April, 1947, 241. 
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are: methods of preventing physical deformity, 
of teaching ambulatory teclmics as brace and crutc 
walking, of preventing and caring for decubitus 
ulcers, of teaching self-care activities, of con-
trolling incontinency by the rehabilitation of the 
bladder and bowel, and of assisting vlith speech 
therapy. These might be termed the procedures 
necessary for the physical restoration of the 
patient. In the psychological area, the nurse 
must assist the psychiatrist and psychologist by 
correctly applying principles of psychotherapy 
in all her contacts with the handicapped person. 
Also she must be able to render some service in the 
s:ocial, vocational, and recreational area s of 
rehabilitation. Nursing care in rehabilitation, 
then, is nursing broadened and extended beyond the 
alleviation of the ills of the body to the religf 
of the·- .problems and needs of the whole patient. · 
During the acute phase of the patient's illness, 
for example, care and treatment is effected largely by the 
doctor and the nurse. Since the nurse's care is continu-
ous ••• t\.;enty four hours a day, usually distributed oveJ.· 
three eight hour shifts ••• it is reasonable to think it is 
she who has the greatest opportunity to help the patient 
begin the early physical and emotional adjustments to his 
sickness. Not only can she give detailed personal care, 
but she can also strive to motlvate, gulde, encourage and 
help the patient to meet his individual needs. Since no 
otner member of the rehabilitation team has quite the same 
opportunities, to the nurse, then, is delegated a very 
6. Morrissey, Alice, B. Rehabilitation Nursing, 
New York, G. B. Putnam's Sons, 
1951, 59. 
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special responsibility ••• that of not only aiding the 
patient to achieve better health and functional capacity 
but also of helping him to maintain that health as well as 
whatever functional gains are achieved through the efforts 
of other members of the team. 
Properly speaking, muscle re-education is usually 
carried out by a doctor or a physical therapist; experience 
however, is proving that the nurse can safely assume the 
responsibility for passive and active motions as prescribed 
by a doctor, and under the supervision of a physical 
therapist. For example, a simple device, sucp as a pulley 
held at the head of the bed with a length of clothesline, 
with padded loops at each end for the patient to grasp, 
can be used by the hemiplegic patient, with the nurse's 
guidance, 1n the attempt to}ma.intain f-ree motion 1n the 
shoulder joint; the lack of this movement constitutes one 
of the commonest afflictians of the inadequately cared for 
hemiplegic patient returning to a rehabilitation clinic for 
treatment. Support and guidance of the affected arm by the 
nurse, is, of course, valuable and necessary only until the 
time when the patient is able to manage for himself. 
Bed positianing is of paramount importance to the 
patient in terms of future ambulation and other functional 
activities. Doctor's orders should seldom, if ever, be 
required to remind the nurse that the feet should .always 
18 
-be propped at right angles to the legs in order to counter-
act the tendency to footdrop. Notning more ornate than a 
simple footboard or cardboard box weighted with bricks or 
sandbags would be sufficient to achieve this purpose. In 
like manner many of the distressing contra.ctures: of wrists 
and hands found so often in the convalescent hemiplegic 
could be prevented by a few minutes of the nurse's time 
spent in allowing the patient to grasp a ball. or a rolled 
wash cloth in the affected hand in order to maintain the 
fingers in a functional position. Neither is it neces-
sary to wait until the patient is fitted with a plastic or 
metal cock-up splint to maintain functional position of 
the wrist and forearm. The nurse can easily achieve the 
same purpose, while waiting for the finished apparatus, by 
rolling a large towel, then folding one end of it back 
about one third and fastening it in place with safety pins. 
Not only will such a contrivance support the forearm, keep 
the wrist in hyperextension, but will provide a relaxed 
position for the hand ••• a simple yet effective prophylaxsis 
against unwarranted deformities. 
Prevention of overstretching of paralyzed muscles 
can be minimized by frequent changes in position. Judie~ 
use of sandbags,, rolls and pillows by the nurse can help tc 
prevent such all too common problems as external rotation 
of the hips, adductor contractures of the upper arm and 
19 
shoulder as well as flexion contractures of the upper and 
lower extremities. 
As regards ambulation, how many nurses are aware 
of their responsibilities in preparing the hemiplegic 
patient for getting out of bed long before this is ac 
accomplished? Certainly the periods the patient spends. 
with the physical therapist are valuable, but it is the 
nurse who spends much more time with the patient. Thus, 
the nurse, under the supervision of the physical therapist, 
should continue the exercises of forward trunk flexion, 
helping the patient to do ••push-ups 11 to strengthen his 
triceps, guiding the "walking 1n bed 11 of the affected leg 
as well as the normal limb, supervising the sitting of the 
patient on the edge of the bed, assisting 1n the first 
weight bearing stance and finally, actual ambulation. One 
might well speculate how much more quietly a patient would 
progress if ambulation as, well as other functional acti-
vities were not confined to an hour or so once daily in 
the physical therapy or occupational therapy departments 
but, rather, practiced at prescribed intervals in the 
hospital unit itself under the guidance and supervision of 
adequately prepared and interested nurses. Such a system 
would necessitate constant circulation of concise, up-to-
date information on the patient's progress as noted and 
shared by all members of the team. An exchange of data 
20 
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such as these would also serve to better define the role 
of each of the participat1ng personnel as well as indicate 
the limitations of the services able to be rendered 
reapectively by these people. 
As the strength of the patient returns, the nurse 
should make every effort to provide opportunity for him to 
use his ever increasing capacities. When finer movements 
are possible, as for instance feeding, this functian should 
be delegated to the patient himself, not to a nurse or an 
aid who- can do it faster. With the proper adaptation of 
mechanical aids, if necessary, and a sufficient amount of 
time, many more people with hemiplegia could begin to care 
for themselves much earlier and so regain some of their 
depleted source of self' respect and independence. 
It is difficult to stand by while the 
convalescent struggles to do for himself the 
things which you could do in half the time, but 
he needs the exercise, physical retraining and confiden~e he will acquire while doing it. 7 
The type of comprehensive care which provides the 
nurse with the opportunity to understand the patient, to 
teach the family and others as well as the patient, to 
cooperate with other members of the team to provide _the 
best means for meeting the total needs of the person with 
7. Knocke, Lazelle, "Role of the Nurs:e in 
Rehabilitation, 11 _Ame r ican- J QJJ..Cn@.l of 
Nurs~, April, 1947, 239 • 
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hemiplegia obviously makes the element of time allotted 
for thes;e services an important one. Such routine nursing 
care as toilet activities, dressing, feeding, gait training 
all take longer when the patient does them, but if adequate 
~pportunity is given for the fullest use possible of all 
abilities, the essential outcome appears certain to be a 
shorter convalescence, a more fUnctionally independent 
individual and a sharp reduction in the number of people 
with hemiplegia seeking rehabilitation training for 
deformities. and loss of skills acquired during the acute 
and early convalescent phases. of their illness:. Particu-
larly at this time the nurse would do well to curb a 
natural desire to "do for" the patient. She must, instead, 
see to it that everything she says or does stimulates hope 
and self reliance and her first aim must be to encourage 
the helpless hemiplegic to help himself. In other words 
the entire aim of rehabilitation is to put the responsi-
bility of his own recuperation largely upon the patient, 
while at the same time making it possible for him to 
accept this undertaking. The nurse's mental outlook must 
always be observant and sympathetic so that she has a real 
knowledge of the physical, mental, social, spiritua1 and 
financial ·difficulties concerning the patient. Indeed, he 
understanding of such problems may well be of as much 
assistance in caring for the patient as the more direct 
remedial work of the therapists. 
22 
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Originality and ingenuity must be shown by the 
nurse to prevent resignation of the patient to inactivity, 
particularly if he is depressed or bored and filled with 
self pity. Emphasis should be placed on demonstration of 
the patient's daily gains and on methods of treatment 
which require his cooperation as well as stimulate his 
desire for greater independence. For example, the patient 
with hemiplegia may cooperate in his own rehabilitation 
most willingly if a mechanical aid, like a holder, is used 
on his eating utensils so that he can see and handle as 
well as appreciate and discuss. the apparatus and its 
benefit to him. Thus, it would appear to behoo.ve the 
nurse to remember that a helpful and hopeful. attitude of 
the patient's mind is an absolute essential for rapid 
recovery. 
Fortunately morale (in the hemiplegic) 
is rather easily stimulated; this is a contrast 
to younger patients wounded in war whose youth, 
Lmmature perspective and undue desire to compen-
sate at times render them less co-operative. 
Because of a mature perspective, the hemiplegic 
patient appreciates more fully the limitations 
imposed by his disability and is accordingly 
more earnest in his des ire to recoup his loss:. 8 
8. Lowman, Edward, "Rehabilitation of the 
Hemiplegic Patient," Journal of the 
American Medical Association, 
May, 1948, 434. 
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It has long been ·recognized that some incapacitated 
hemiplegic patients have always been able to adjust to thek 
handicaps with the aid of their own abilities and resources 
and perhaps those of the community in which they live. 
However, the new concept of rehabilitation emphasizes the 
belief that comprehensive rehabilitation should be within 
the reach of all disabled people with hemiplegia through 
various resources and the development of all possible 
existing abilities. 
By participating with the other professional 
members of the team in the mutual sharing of all knowledge 
pertinent to the ultimate recovery of the patient, the 
nurse not only cares for the individual during the time 
of hospitalization but also helps to further prepare him 
for the future by teaching him to adapt to the situation at 
home and in the community. If the nurse is sufficiently 
aware of programs and facilities which have been developed 
to promote the better adjustment and absorption of the 
hemiplegic into community life as well as family life 
after hospital discharge, she will be able to transfer 
that knowledge to the recuperating patient and his family, 
thereby helping to prepare the patient to return to 
society as well as: to his home with as much knmvledge as 
possible concerning the facilities for special vocational 
training and re-training, · economic aids, facilities for 
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education as well as opportunities for developing new 
interests and outlets. It would not appear to be an unjust 
request of the sincere and well-prepared nurse to be con-
cerned with all types of health and welfare facilities 
which exist in her community and to know in detail what 
her community resources are so that she may help to 
develop more adequate programs ~or just such individuals 
as. the hemiplegic patient with residual disabilities. 
Broad programs have been developed. 
designed to promote security for many groups, 
and modifications of these as well as new 
programs are frequently presented to the 
Congres·s. As someone with a vital interest 1n 
the well-being of all, the nurse is responsible 
for knowing the unmet needs, for formulating 
opinions on proposed legislation, and for work-
ing for those plans which seem sound. 
The nurse knows that financial strain, 
poor living conditions, and emotional maladjust-
ments can lead toward spiritual, emotional, and 
actual physical illness. Therefore, her inter-
est in health means that she is concerned with 
all programs and facilities designed to promote 
welfare and to p9event the development of 
social problems. 
~o furnish such resources and make them useful, 
there must be genuine community interest in providing 
adequate facilities for the type of educational, employment 
and recreational programs which would offer the person 
9. Cooley, Carol, Social Aspects of Illness, 
Philadelphia, W. B. Saunders Company, 
].951, 193. 
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with hemiplegia contact with non-handicapped people. N0t 
all resources with which the nurse may be familiar will 
be significant in the care and welfare of every one of her 
patients with hemiplegia. She must, of course, decide 
which ones. would be most meaningful to the patient in 
relation to his particular needs and then direct him to 
the sources of help which will be most valuable to him in 
dealing with his problems. 
As the nurs:e gives a better qual.i ty of care to the 
entire patient from the onset of his hemiplegia, it is 
quite possible that convalescence will not only be shorter 
but the results more desirable and much less expensive 
to the patient, his family and the community in terms of 
actual cost, loss of services because of irreversible 
limitations, and stability and happiness. It is als0 
conceivable that such total care practiced by all nurses 
might not only lessen the gro\'Jing needs of people with 
hemiplegia for prolonged rehabilitation training in 
specialized centers after hospital discharge, but might 
also give impetus to a philosophy of rehabilitation whicn 
embraces consideration of severely incapacitated hemi-
plegics as well as those for whom treatment would be 
"profitable, 11 that is, those who are potentially employable 
With the advent and practice of such a concept of rehabil-
itation, the nurse, as, a member of the team, could help 
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make it possible for the individual stricken with hemi-
plegia to look forward to the years ahead when he would 
no longer be a burden to himself or his relatives, but, 
with assistance, would achieve the seeming miracle o£ a 
digni£ied and happier way of life. 
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CHAPTER III 
DESCRIPTION OF THE REHABILITATION CLINIC 
The rehabilitation clinic from which the patients: 
in this study were selected is physically connected with a 
large general hospital, thereby avoiding duplication of 
much equipment and having hospital bed facilities available 
during the early rehabilitation of S€Verely handicapped 
patients. The clinic is separately incorporated with its 
own officers and staff, but the medical director is also 
on the staff of the general hospital. He is appointed 
annually and is res;ponsible for professional and technical 
policies.. 
This clfnic uses volunteers to assist the staff in 
their regu~ar duties. In addition these volunteers raise 
money for clinic equipment, furnishings, the clinic recrea-
tional program and for support of the volunteer program 
itself. They are of service in transporting patients who 
are hospitalized at the general hospital to the clinic for 
treatment, in making and serving of coffee to clinic 
patients, 1n assisting 1n the occupational therapy depart-
ment, and in preparing and finishing craft projects. They 
keep patients supplied with needed tools and equipment, 
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maintain tools and equipment, keep supplies and cabinets 
in order and make equipment needed by the clinic or the 
patient. Also among their duties are shopping for the 
department and running general errands for the clinic, 
such as s-.ecuring supplies, accompanying patients to trains 
or appointments, and planning and executing recreational 
programs. 
Patients are referred by physicians, hospitals, 
clinics:, social agencies and insurance companies. In all 
cases, a written medical referral is required. Every 
effort is made to assure the referring physician that the 
clinic does not want to assume the full responsibility of 
his patient but desires, instead,to cooperate with him in 
the treatment of this individual. The referral form asks 
' the physician for the date of the patient's next appoint-
ment with him, and the patient is urged to keep in close 
touch with his doctor while under treatment. Admittance 
reports of the patient as well as monthly reports on his 
progress. are sent to his physician. Embodied in these 
reports are medical abstracts from the patient's clinic 
record, social service notes, and summaries of his activi-
ties in the occupational therapy and physical therapy 
departments. 
On admission patients are evaluated by staff 
physicians and prescriptions written for treatment . 
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~r for further evaluation by the occupational therapy, 
physical therapy and social service departments. Patients 
are seen each week by staff physicians to check on progress 
and to modify--or change the treatment, if necessary. At 
this time their findings and recommendations are recorded 
on the patient's records. The decision for discharge 
rests ultimately with the staff physicians, but no patient 
is released until the physician consults all members of 
the team regarding the feasibility of discharge. 
Full fees are charged for all treatments but may 
be adjusted in accordance with ability to pay. A specified 
amount of money for examination and evaluation covers all 
tests, x-rays, interviews, reports and requisite follow 
up as deemed necessary by the medical director of the unit. 
The unit is open to patients of any financial status, and 
fees are adjusted to meet individual circumstances when 
necessary. 
Clinic records to date show that trauma, particu-
larly industrial accidents, has accounted for the dis-
ability of half of the patients. The next most common 
etio~ogical factor has been degenerative conditions, such 
as cardio-vascular diseases, diabetes or arthritis. The 
cause of the handicaps of the remainder of the patients 
has been cancer, infection, congenital conditions or 
unknov.m. 
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Weekly staff meetings, at which rehabilitation 
objectives for patients are discussed and decided upon, are 
used to maintain integration of services. Individual 
patient problems are talked over and methods of solution 
decided upon. All members of the staff attend these meet-
ings and personnel from hospitals, clinics, and social 
agencies are invited to attend if they are working co-
operatively with the clinic on the problems of a particular 
patient. All members of the team are encouraged to give 
their opinions on an individual patient's rehabilitation 
program, plans and problems. Thus. the social service 
department and the vocational counselor operate upon 
prescription from the staff physicians as do the occupa-
tional and physical therapists. Vocational training, if 
indicated and recommended by clinic personnel, rests with 
community agencies already well established in rendering 
this service. Assuming the responsibility for the co-
ordination at the patient level of all work done at the 
clinic and the communication of the results to the clinic 
officers and the medical director is a clinic co-ordinator. 
Since the clinic has' a physician in attendance at 
all times, there is always an opportunity for him to be 
present 1n frequent small group conferences which include 
various team members. This activity is ptirsued in addition 
to the weekly staff meetings'. Moreover, in order to 
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insure integration of administrative procedures, the fol-
lowing personnel meet monthly to discuss new procedures 
and current administrative problems: medical director, 
business manager, co-ordinator, chief of physical therapistf 
and chief occupational therapist. 
The clinic haS' served in matters of education 
through its close connection with the professional staff 
of a large, general hospital in the city and its contacts 
with rererring physicians. Time, funds and personnel 
permitting, the clinic intends to undertake some research 
in rehabilitation problems in the future and thus round 
out its functions, which, it believes, should include 
treatment, education and research. 
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CHAPTER IV 
THE PROBLEM ANALYSED 
Rehabilitation o~ the person with hemiplegia is 
something more than a promise or a slightly ~elt need. It 
is a burning reality; its goal is that o~ a digni~ied and 
decent li~e with opportunity ~or usefu1ness. activity and 
recognition for all individuals so stricken who desire 
rehabilitaticrn and are able to be rehabilitated. 
The analyses of medical and social data as well as 
the implications for nursing are offered with the parti 
objective o~ helping to pave the way ~or an increased aware 
ness by the nurse in the hospital and 1n the community of 
the physical and emotional needs of the hemiplegic patient 
as well as her responsibility in providing every such 
individual with as many opportunities as possible which 
are equal to his abilities while he is under her care. 
The Factor of Age 
Chronic diseas:es do not exclusively attack the aged 
and the infirm, for more than half of the victims are 
stricken within the first five decades of life. However. 
the danger of developing a chronic disease does increase 
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as a person grows older. 
One of the most frequent and disabling conditions 
of the older age group ••• those people beyond sixty-five 
years ••• has long been known to be hemiplegia. Not only is 
the economic loss to the nation very great, but the harm 
and suffering that this condition causes or the effect it 
has upon the family of the victim can hardly be estimated. 
The care and treatment of a person with hemiplegia places 
a severe strain upon family finances, especially 1f the 
wage earner or a mother with growing children is stricken. 
Likewise, the psychologic disturbances may be severe 
enough to break up a home or inflict upon the sufferer even 
more tragic consequences. 
Significantly enough, the figures in Tables 1 and 2 
demonstrate that, of the hemiplegic patients admitted for 
evaluation and/or treatment to the rehabilitation clinic 
during the years 1951 and 1954, there was encountered 
among both sexes an even earlier age of onset of hemiplegia 
than the customarily accepted sixty-five years or beyond ••• 
thus emphasizing the ever-growing, pressing need to 
~reriously and systematically attempt the rehabilitation of 
thes:e individuals as soon as feasible so that t hey might 
return to their maximum level of productivity in the 
s:hortest amount of time possible. 
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Table 1 
Age at Onset of Disability of the Patients with Hemiplegia 
Admitted to the Rehabilitation Clinic 1n the Years 
1951 and 1954 
1951 1954 
Age in Years Number of Patients Number of Patients 
30 or under ••••••• 1 5 
3~1-:39 • ...... · ..... . 3 5 
~()--~~ ............ . 5 13 
50-59 •••.•.......• 5 13 
60-69 .•....... .... 4 6 
70-79 . ........... . 1 2 
80 or over ••••••.• 1 
Not indicated ••••• 1 
Total ••••••.••• 20 45 
Analysis 
Table 1 indicates that of all of the patients 
admitted 1n 1951 only one patient was 30 years of age at 
the onset of his hemiplegia. Of interest and social and 
economic significance is the fact that the greatest number 
of patients, 50 per cent, suffered their initial onset 
during the interval from 40 to 59 years with considerably 
fewer occurrences after the age of 70. In all the age 
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intervals, the leading cause of the hemiplegia was a cardio 
vascular accident. 
In 1954 it is again interesting to note that the 
interval between 40 years and 59 years had the highest 
occurrence of hemiplegia, approximately 57 per cent, of 
which the majority of cases were due to cardio-vascular 
accidents. This same caus€ was responsible for the 
majority of the hemiplegias: which occurred in the patients 
under 40 years and over 60 years of age. 
Reference to the figures of both years shows that, 
in general, the age at the onset of hemiplegia of the p:=~t.i ~=r,-r 
admitted to the Rehabilitation Clinic in the years 1951 and 
1954 was during the interval of 40 to 59 years; however~ it 
might be noted that approximately 22 per cent of the total 
number of individuals in both years incurred their hemi-
plegia in the two decades before the so-called "·prime of 
lif'e" interval. 
(See Table 2 on following page) 
Table 2 
Description of the Patients with Hemiplegia on Admission 
to' the Rehabilitation Clinic 1n the Years 
1951 and 1954 According to Age and Sex 
Age 1n Years 
20-24··········· · · 
25-29 . ........... . 
30-34 • ...........• 
35-39 • ...........• 
40-44 . ........... . 
45-49 . ........... . 
50-54 .. ..........• 
55-59 •...... ...... 
60-64 • •. . ......... 
65-69 . ...........• 
70-74 •••••••....•• 
75-79 •••••.......• 
80-8·4 . . • .........• 
Not indicated •.••• 
Total ••••.••••• 
1951 
Number of Patients 
Male F'emale 
1 
1 
2 
l. 
l 
3 
1 
1 
1 
12 
1 
1 
2 
2 
1 
1 
8 
Analysis 
1954 
Number of Patients 
Male Female 
1 
1 
1 
1 
5 
4 
6 
5 
1 
1 
26 
1 
2 
2 
1 
2 
2 
6 
1 
1 
1 
19 
Table 2 indicates that by per cent of the total 
group of 20 patients ·admitted in 1951, 60 per cent were 
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males and 40 per cent were females. Of this group the 
modal age for the men was 60-64 years. and that of the 
women, 50-59 years. Exactly 30 per cent of the total 
group of patients were under 50 years of age and 70 per 
cent were over 50 years. The mean age of the female 
patients was 54 years, and that of the male patients was 
57 years. It will be noted that the greatest incidence 
of admission occurred between the ages of 40-60 years. 
0~ the total group of the 45 patients admitted in 
1954, 57.7 per cent were males and 42.2 per cent were 
females. The modal age for both the men and women was 
55-59 years. Seventeen of 3,7. 77 per cent of the total 
group of individuals were found to be under 50 years of 
age while 26 or 57.77 per cent were over the age of 50. 
The mean age of the female patients was computed to be 
about 51 years; that of the male patients was 51.48 years. 
Again, most admission occurred between 40-60 years. 
In comparing the data of the years 1951 and 1954 
it can be seen that, in general, the distribution of male 
and female patients remained at about the same percentage 
level as did the number of patients who were admitted 
during the interval of years called the "pr ime of life." 
The information also indicates that the individuals who 
were admitted to the Rehabilitation Clinic in 1954 were, on 
the average, younger than those received in 1951. 
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Implications for Nursing 
Since these stricken people ••• men, women, husbands, 
wives, fathers, mothers ••• represent at least a potential 
of many more productive years of working and living, it 
becomes tremendously important that the nurse help to 
restore these individuals to lives of self-sufficiency and 
usefulness in the shortest amount of time possible. Becaus~ 
approximately 80 per cent of all patients with hemiplegia 
can be cared for at home following a usually short period 
of h0:spitalizaticm, it is of vi tal concern that the nuJ.·se 
participate actively in helping to continue at home the 
kinds of practices and programs instituted in the hospital 
during the acute and early convalescent period. One of 
the best means for insuring continued care of the patient 
after hospital discharge is a concise and complete method 
of referral to the health agency assuming the care of the 
patient in the community. In this way the public health 
nurse, in her usual contacts with the patient, his family 
and members of the community, can contribute to the 
prevention and correction of events which may precipitate 
undesirable consequences by helping to counteract fears 
about the condition which have no basis: in fact, guiding 
the family to a social agency for help in an unsatisfactory 
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and disturbing situation and discussing community resources 
available for the patient's individual needs. 
It is apparent, however, that the rehabilitation 
of the individual with hemiplegia is often a function of 
the attitude of the nurse and other personnel who care for 
him. In a society where long-term illnesses, such as hemi-
plegia, lack the glamour of the dramatic crises and cures 
of some of the more acute diseases, the need is great for 
the nurse as well. as other professi0nal people to parti-
cipate in health programs especially designed to promote 
awareness. in all adults of the value not only of periodic 
health check-ups, but "health inventories" as well which 
should include an analysis of the individual's habits of 
life. The need is also urgent for the nurse to work on 
community committees concerned with the problems of the 
person with hemiplegia. to help in the establishment of 
rehabilitation centers and rehabilitatiQD. programs for 
hemiplegic patients in nursing homes, clinics, home-care 
services as well as. to study better means for the applica-
tion of existing knowledge concerning hemiplegia so that 
early and comprehensive training for such an individual 
would facilitate his return to a productive place in the 
home and in the community. 
39 
~he Factor of Marital Status 
Since :famil.y stability and happiness 1n daiJ!.y life 
depend to a great extent on the physical and mental sol 
ity of the husband and wife, the consequences of a sudden, 
acute illness, such as a cardio-vascular accident resulting 
in hemiplegia, are likely to be many and grave. To be 
sure,, disease or disability represent a major rupture of 
routine :for any individual, but they assume even more 
serious proportions when husbands and breadwinners, wives 
and mothers are affected. 
Not only are the consequences serious for the 
patient, himself, but environmental and personal :factors 
disturbing him may be such that the fami.ly must also _·,make 
adjustments to them if the patient is to gain. Shirts in 
relaticmships, altered plans, tensions, economic problems 
and other inadequacies must become the responsibility of 
the fami1y as well as the patient if rehabilitation is to 
be effective. 
From the description of the marital status of the 
patients with hemiplegia admitted to the Rehabilitaticrn 
Clinic in the years 1951 and 1954, it is probably safe to 
assume that at least some of the aforementioned conse-
quences and adjustments were experienced by these indi-
viduals. 
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Table 3 
Marital Status of the Patients with Hemiplegia Admitted 
to the Rehabilitation Ciini~ in the Years 
1951 and 1954 According to Sex 
1951 1954 
Number of Patients Number of Patients 
Status 
S 1ngle . .........• 
Married •.••.••..• 
Widowed •••.••.••• 
Divorced •.••.•••• 
Male 
8: 
1 
1 
Not iridic a ted. . • . 2 
Total ..... ...... . 12 
Female 
Analysis 
3 
5 
8 
Male 
5 
19 
1 
1 
26 
Female 
2 
12 
3 
2 
19 
In 1951 65 per cent of the total group of patients 
were married at the time of admission to the Clinic. Of 
this number 25 per cent were females and 40 per cent were 
males. The remaining :35 per cent of the group consisted of 
1 widowed male, 1 divorced male and 2 males whose marital 
status was· not indicated. No single men appeared in the 
group, but 3 women were listed as unmarried. 
By per cent of the total group of 45 patients 
admitted in 1954, 66.66 per cent consisted of married 
people, 42.22 per cent of whom were men and 24.44 per cent 
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o£ whom were women. Single people constituted 15.55 per 
cent of the total group and of this particular percentage, 
11.11 per cent were men and 4.44 per cent were women. Of 
the remaining 15.55 per cent of the total number of 
patients, 1 man was listed as being divorced and another 
widowed, while the ratio among the women was 2 divorced to 
3 widowed individuals. 
A look at the figures for both years shows that, 1n 
general, the -marital status of approximately 66 per cent of 
the people at the time or admission to the Rehabilitation 
.-> 
Clinic was that of married, with more males than females in 
this group. In like manner, the group of single people 
constituted approximately the same percentage, about 15 per 
cent, for both years, 5 males being listed for 1954 whereas: 
there were none in 1951. Widowhood and divorce did not 
appear among the women 1n 1951, but in 1954 they consti-
tuted 26.31 per cent of the total group of marital status 
among the women. 
Implications for Nursing 
In the planning of a program of care for the 
patient with hemiplegia, it is of vital ~ importance that the 
nurse recognize her role in detecting and allaying the 
fears and anxieties, particularly of the married man or 
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woman with a growing family. She may even, with adequate 
preparation encourage the patient to develop not only a 
positive and progressive outlook toward his illness, but 
may also help the patlent toward a minimum of disability, 
for the actual physical consequences of hemiplegia depend 
to a degree up0n the extent of disability present. This 
consideration of disability should be of constant concern 
to the nurse for: 
1. disability affects all people and the 
factors influencing it are found among 
people in all walks of life. 
2. the duration of rehabilitation usually 
increases in proportion to the lapse of 
time between the date of disability and 
admission to a rehabilitation center for 
training. 
3. the individual who develops more dis-
ability than his condition warrants is 
somewhat isolated from other people and 
so) cannot lead a normal life. 
Recognizing the fact that the family is a powerful 
factor in determining the degree of restoration in the 
parent 'ltJith hemiplegia, the nurse can help the family 
group to see the role which it must play in the results of 
the illness for the patient. In particular she should 
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strive to develop ih the family members a feeling of real 
physical and emotional security which they, in turn, can 
transfer to the patient. In other words, when the family 
can accept limitations, unpleasantness or discouragement 
related to the illness or the treatment of their relative, 
it will help the patient accept these for himself and 
will help to make his illness less disabling. 
Since illness of the breadwinner usually results 
in little or no income with which to support the family 
members, such a person may require financial assistance to 
tide him and his family over this economic crisis. Many 
such people, however, have always managed their affairs 
without aid and usually dislike and hesitate to ask for 
help. The nurse must be quick to sense and appreciate such 
a problem. Equally important is the recognition by the 
patient and his family of this condition as a situation 
requiring immediate attention. If attempts to rectify the 
economic difficulties: cannot be resolved by the family, or 
if the patient and the family delay in availing themselves 
of the services of social or welfare agencies indicated 
by the nurse, then the nurse, herself, may contact these 
team members and solicit their help for a solution to the 
problem. 
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The Factor of Interval of Time Between the Onset of 
Hemiplegia and the Time of Admission to the 
Rehabilitation Clinic 
Of extreme importance to the patient with hemiplegi 
is the period follo~ing the acute phase of his illness when 
ideally, he is free to continue his quest for further phy-
sical, mental, social and economic restoration. If the 
process of rehabilitation has been initiated simultaneously 
with his admission to the hospital, it is probable that the 
patient will receive adequate instruction in home activitie 
further training in a specialized center after discharge, 
if indicated, and the benefit of a follow-up program with 
periodic check-ups and evaluations. If, however, the 
hemiplegic patient is treated during the acute period by 
members of a professional team whose concept of medical and 
nursing care does not embrace attention to the needs of the 
total person, it is equally evident that long lapses of tim 
may ensue between the date of the onset of hemiplegia and 
the time of admission, if ever, to a rehabilitation clinic. 
Although the reasons for the time lapse between the 
date of the initial manifestation of hemiplegia in these 
individuals and their admission to the Rehabilitation Clini 
in the years 1951 and 1954 were not able to be established, 
it is obvious that considerable time was allowed to elapse 
in most instances before the patient sought aid. 
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Table 4 
Interval of Time Between Date of Injury and Time of 
Admission of the Patients with Hemiplegia to the 
Rehabilitation Clinic in the ~ears 1951 and 1954 
1951 1954 
Time Number of Patients Number of Patients 
Under 6 monthS···· 1 10 
6 months-under 
12 months •••..•• 4 9 
12 months-under 
18 months ••.•••• 5 8 
18 months-under 
24 months •..•••• 1 4 
2 years-under 
5 years •••••••• 5 6 
5 years-under 
10 years •••••••• 3 5 
20 years-under 
30 years •...•..• 1 
30 years and over •• 1 1 
Unable to determine 1 
Total •.... ..... 20 45 
Analysis 
Of the 20 patients admitted to the Rehabilitation 
Center in 1951, 11 or 55 per cent allo~ed from 12 months to 
2 years and 9 months to elapse from the onset of their 
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hemiplegia to .the date of their admission to the Rehabilita· 
tion Clinic. Of the total group only 25 per cent were 
~dmitted less than 12 months after the initial onset of 
their disability. Four patients were admitted between 6 
and 11 months and 1 patient ju~t 4 months following the 
onset of disability. The remaining 20 per cent consisted oj 
3 individuals, 2 who presented themselves 6 to 6i years 
after the time of onset and 1 patient whose onset of dis-
ability occurred 30 years prior to adm.iss:ion to the clinic. 
From the figures listed for 1954 it is apparent 
that 19 or 42.22 per cent of the total group of patients 
/ 
were admitted to the Rehabilitation Clinic within 11 months 
of the onset qf their hemiplegia. Of this group 10 people 
or 22.22 per cent were admitted before 6 months had 
elapsed and 9 were received from 6 to 11 months after the 
onset of disability. During the next 12 months 12 people, 
constituting 26.6:6 per cent of the total group were ad-
mitted from 12 months to 17 months following onset of 
disability and 4 people or 8 per cent sought admission 18 
months to 23 months after the initial onset of hemiplegia. 
Six people of the total group were not admitted until 2 to 
4 years had elapsed from the time of injury, while, in the 
case of 5 patients, there was a time lapse of 5 to 7 years 
from the onset of hemiplegia to admission to the Clinic. 
One patient with a time lapse of 24 years was admitted for 
training as was an individual whose initial onset was suf-
fered 55 years prior to the date of admission to the 
Clinic. Figures were not given for 1 patient. 
In reviewing the figures of 1951 and 1954 it can 
be noted that the modal intervals for 1951 were 12 months 
to under 18 months and 2 years to under 5 years, with 5 
patients apiece, while the modal interval for 1954 vJas; 
under 6 months, with 10 patients, thus showing that there 
was a substantial increase in the number of people who 
sought training in rehabilitation within 6 months of the 
onset of their initial disability. The figures also show 
that the percentage of patients with a time lapse of less 
than 12 months from the onset of their hemiplegia to 
admission to the Clinic in 1954 almost doubled the number 
recorded for 1951. 
Implications for Nursing 
The facts from Table 4 are impressive because they 
ind~cate the great amount of time lost in human productiv-
ity. The great lapse of time ensuing from the onset of the 
hemiplegia to the actual date of admission to a ~ehabili­
tation clinic might conceivably be due, in part at least, 
to a lack of the nurse's appreciation of her responsibility 
to the patient in terms of total patient care. It appears 
reasonable to assume that time lapses of four months: to 30 
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years after hospital discharge before additional rehabili-
tation training was sought might have been shortened 
considerably if the nurse, as well as. other team members, 
had given consideration to such factors as prevention of 
deformities, the teaching of simple exercises, and self-
help measures for the patient during his period of hospital 
izati~. With such preparation and encouragement additiona: 
rehabilitatian might bave been sought more readily by the 
individual 1r there had been a need for it after his 
discharge. In addition, it seems likely that provis~on 
would probably have been made to provide adequate follow-up 
care of the patient after his dis.charge. In conjunction 
with this tiea the family should be of as: much concern to 
the nurse as the patient himself, for it is vTith their 
understanding and cooperation that maximum restoration or 
the patient can be hoped for. The nurse is in a particu-
lar1y strategic position to converse frequently and easily 
with the fami1y members. Even as she transfers hope and 
encouragement to the patient as well as guidance and 
assistance in the performance of physical activities, so 
can she educate the family to some of its responsibilities 
toward the patient and the attitudes most conducive to his 
maximum restoratian. 
Just as: the nurse is a member of a community, so 
is the person with hemiplegia ••• ill and disabled though he 
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may be. A hemiplegic patient with severe involvement might 
find it almost impossible to participate to· his fullest 
extent in the capacity of a citizen if the community is 
limited 1n its understanding and acceptance of some of the 
problems of such an individual or if the community lacks 
the resources and social opportunities which should be 
available to him. If, however, the nurse caring for the 
hemiplegic patient in the acute and early convalescent 
phase is sufficiently aware of local, state and even federal 
programs and facilities which have been developed to pro-
mote the better adjustment and absorption of this person 
into the community as well as family life, she can be of 
immense assistance to him; she can transfer that knowledge 
to the individual and so help prepare him to ~eturn to 
society as well as to his home with as much knowledge as. 
possible concerning the facilities for special vocational 
training and retraining, facilities for education as well 
as opportunities for developing new interests and outlets •. · 
Also, by being concerned with various types of health and 
welfare facilities and resources which exist not only in 
the community but in the country as a whole, the nurse 
may help to develop more adequate programs for the better 
care of the hemiplegic patient with residual disabilities. 
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The Factor of Source of Referral 
An improved system of referral would also appear to 
contribute to the continuity of professional services to the 
hemiplegic patient as long as they are needed. If' proper 
contacts are made and a plan for adequate follow-up care is 
provided for while the patient is still in the hospital, t 
referral of such individuals to a rehabilitation clinic for 
additional training would be the result of a well worked 
out method for keeping the efforts of the entire rehabilita-
tion team closely geared to the attainment of maximum 
restoration of as' many of the patient's abilities as poss 
Table 5 
Referral Sources of the Patients with Hemiplegia 
Admitted to the Rehabilitation Clinic in the ~ears 
l.951 and 1954 
Source of Referral 
Private Sources: 
Private Physicians ••••.•.••..•.•.• 
Private Hospitals .......••.....••• 
Private Agencies ••.•••.......••.•• 
Public Sources: 
Department of Public Welfare •••.•• 
0 TON UNIVERSI , . 
§§1·1006 OF NURSING 
mnARY 
19 
1 
29 
3 
1 
11 
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Analysis 
The largest single referral source of the hemi-
plegic patients admitted to the Rehabilitation Clinic in 
1951 was a group of private physicians. A private associ-
ation designated as the Visiting Nurse Association, in 
conjunction with a private physician, made the only other 
referral of the year. Thus, 100 per cent of the total 
number of 20 individuals were referred by private sources, 
private doctors comprising 95 per cent of this group. 
In 1954 the largest single source of referral still 
remained the private physicians, but it can be noted that 
the Department of Public Welfare contributed 11 of the 
total referrals this particular year. In addition the 
Division of Vocational Rehabilitation and a State Society, 
in conjunction with private physicians, each referred 
1 patient while 3 patients were sent by a private general 
hospital. Thus the figures show that 73.33 per cent of the 
total number of patients in 1954 were referred by private 
sources, particularly doctors; the remaining 26.66 per cent 
of the group were sent by the Department of Public Welfare. 
In comparing the figures .for the years 1951 and 
1954, it is noted that private physicians were the out-
standing referral sources in both years. Of additional 
significance in 1954 is the inclusion of two large public 
agencies and one new private source of referral. 
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Implications for Nursing 
In the light of these figures it is heartening to 
note the appreciable increase in the use of federal, state 
and private local organizations as sources of referral of 
the person with hemiplegia and the conceivable influence 
of the nurse in fostering their appearance. 
As in all good team work those interested in the 
patient's welfare must work together. If the individual 
with hemJplegia is to receive maximum benefit from his 
care, the plans and work of all members of the professional 
team must be integra:t.ed. · A common goal and the knowledge 
of one another's skills and limitations can be the very 
keystones of success in the rehabilitative measures 
designed to provide adequate coverage of the patient's care 
outside the confines of the hospital as well as within. 
The nurse who assists in the referral of a patient with 
hemiplegia to a rehabilitation clinic should understand the 
need for which the patient is being referred and state 
this clearly as it relates to salient points in his nursing 
care. Of equal importance is the nurse's understanding of 
the type of service which is going to be offered by the new 
agency and her ability to explain to the patient, in genenti 
terms, why he is being referred to someone else for treat-
ment and what he might expect. 
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The public health nurse, for example, who sees the 
hemiplegic patient in visits to the home bas a unique 
opportunity to observe the relationship between the members 
of the family. When she coordinates her efforts with 
those of the other interested health and social agencies, 
she can very often help to curtail the development in this 
individual of such serious medical and social problems 
as contractures, malnutrition, depression, anxiety and 
general inability to adjust to the changed status in the 
home and community created by his condition. Although the 
nurs:e recognizes the need for referral of the person with 
hemiplegia to a rehabilitation clinic only through a 
doctor's prescription, she still has the responsibility of 
giving all information which might be .Pertinent, including 
what she herself has done and is prepared to do. If any 
other team member, such as' the physical therapist or the 
social worker makes significant suggeations or remarks, 
they should also be included in the general referral form. 
The Factor of Rehabilitation Rating 
Too often a large source of manpower bas been 
vJasted because of the false beliefs concerning the relation 
ship between the outward appearance of the hemiplegic and 
his ability to work. Verdicts of haplessness and pessimism 
have been accepted unhesitatingly by many stricken 
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individuals and the public alike with the result that far 
too few individuals have sought help for training or re-
training of potential abilities. Imbued with the belief 
that they possess little or no residual capacity with 
v.rhich to make a successful adjustment, many hemiplegic 
persons of both sexes have failed to seek those services 
which could help them attain the greatest degree ~f 
independence possible. However, the figures compiled in 
Table 6 appear to contradict the myth of complete physical 
inferiority associated with visible deformity. 
Table 6 
Rehabil..itation Rating of the Patients with Hemiplegia 
on Admission to the Rehabilitation Clinic in the Years 
1951 and 1954 
Number of Patients 
Rating 
1951 1954 
Feasible . ........................... . 17 38 
Not recommended •.••••....•••••.•••••• 2 6 
Unable to determine •.....•...•...••.• 1 1 
Tota~ .... ........................• 20 45 
Analysis 
It will be noted that 17 or 85 per cent of the 
total group of 20 patients with hemiplegia admitted 1n 1.951 
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were considered capable of pursuing a course of training 
in the Rehabilitation Clinic. Only 2 patients or 10 per 
cent of the to t al number had unfavorable prognoses, one 
individual because of low fatigue tolerance and the other 
for a reason not specifically stated. The status of one 
person was unable to be determined. 
Of the total number of patients admitted in 1954, 
84.44 per cent were considered individuals who would derive 
benefit from a training program in rehabilitation. Only 
13.33 per cent were not admitted to the Clinic for reasons 
not specifically defined in the medical records of 5 of the 
6 cases belonging to this group. The sixth individual 
displayed low fatigue tolerance and this, coupled with a 
transportation problem, appeared not to favor her admis-
sion to the Rehabilitation Clinic at this time. The rating 
of one individual was not recorded. 
A comparison of the figures of the years 1951 and 
1954 demonstrates that a consistently high _:p .. e·rcentage, 
approximately 85 per cent, of the total number of indi-
viduals screened for acceptance to the Rehabilitation 
Clinic were considered candidates potentially capable of 
participating in a prescribed regime of training. Those 
individuals who were not accepted for training at the 
Clinic comprises a minority of approximately 13 per cent 
of the patients in 1954 and 10 per cent of those in 1951, 
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thus pointing out the relatively low number of individuals 
considered non-acceptable for rehabilitation. 
It is clear then, that the new concept of rehabil-
itation must recognize the potentialities in every hemi-
plegic patient regardless of his physical defect. Equally 
obvious is the fact that the realization of such a concept 
means t .eamwork to which the nurse adds her efforts. With 
a knowledge of the needs and the potentialities of the 
hemiplegic patient with residual disabilities, the nurse 
in the hospital as well as 1n the community must strive to 
make such an individual aware of the numerous services 
available for his treatment and even help to disperse 
prejudice toward his disability by educating the family 
and the community in the concept of cooperative interest 
in the welfare of the person stricken with hemiplegia. 
Of additional importance is the realizati<I>n that 
in this study the sexes distributed themselves consistently 
highly and almost equally in regard to feasibility for 
rehabilitation training. 
(See Table 7 on following page) 
57 
e 
Table 7 
Rehabilitation Rating of the Patients with 
Hemiplegia Admitted to the Rehabilitatmn 
Clinic in the Years 1951 and 1954 
According to Sex 
1951 1954 
Rehabilitation Number Qf. _pa_'t_1._§n~s Number o:f' E~t iE3nt s 
Rating Male Female Male Female 
Feasible •••••.••• 10 7 23 15 
Not recommended •• 1 1 2 4 
Unable to deter-
mine •.. . .. ...•. 1 1 
Total ••..••••• 12 8 26 19 
Anallsis 
or the total number of 12 male hemiplegic patients 
admitted to the Rehabilitation Clinic in 1951, 10 or 83.33 
per cent were considered feasible for training while only 1 
was definitely rejected and the status of the other was not 
able to be determined. Of the total number of women who 
were admitted only 1 was not considered a favorable candi-
date for the Clinic's program of training. (reason unknown) 
In 1954 23 or 88.46 per cent of the total number of 
male patients with hemiplegia admitted to the Rehabilita-
tion Clinic were considered potentially capable of 
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participating in a rehabilitation program. Only 2 were 
not accepted ~or training (reason unknown) and one indiv 
al's status was unable to be determined. Fifteen of the 
total number o~ 19 women were considered ~easible ~or the 
program while 4 women were not recommended ~or the program, 
one because of low fatigue threshold and the others for 
undet e.:l'.ID ined reasons. 
A comparison o~ the figures for the two years shows 
that a consistently high and almost equal percentage of the 
males and females of the total number admitted in the years 
1951 and 1954 were regarded as feasible candidates for 
rehabilitation training. 
Implications for Nursing 
With this changing concept of comprehensive 
rehabilitation for the person with hemiplegia, it might be 
presumed that few such individuals are not acceptable for 
some type of training. Indeed, rehabil~tation appears to 
be limited only by degree of disability and the goal which 
is defined and desired. Since the aim of rehabilitation 
may vary greatly ••• ~rom mental independence with full 
physical dependence to the ultimate objective of complete 
mental and physical independence ••• it should clearly 
indicate to the nurse the need for her help in the pre-
vention of deformities and the teaching of simple exercises 
as well as self-care activities as part of the hospitalized 
hemiplegic patient's daily program of care. Wives and 
mothers as well as husbands and fathers merit equal atten-
tion from the nurse, for if the husband is the "breadwinner 
of the home, the mother is surely the 11 heart" needed to 
maintain the tenor of normal family life. 
The Factor of Duration of Rehabilitation Training 
Once the person with hemiplegia has been declared 
feasible for rehabilitation, the actual duration of the 
training has tremendous implications in many areas. The 
results achieved from time spent in a training program 
might well depend not only upon the adequacy of therapy 
but also upon the individual's attitude toward his illness 
and treatment, his emotional state, the economic conditions 
and physical set-up of the home and the family's under-
standing, interest and attitudes. Extended · periods of 
time passed by the hemiplegic patient in tra ining programs, 
of necessity, place a burden on the community a s well, 
for such specialized training is costly not only in 
terms of dollars spent for care, but also in the loss 
of those services which the person is capable of perform-
ing for the good of the community as well as for himself. 
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Table 8 
Duration of Rehabilitation Training of the Patients 
with Hemiplegia Admitted to the Rehabilitation 
Clinic in the Years 1951 and 1954 
Number of Patients 
'l'ime 
1951 1954 
No t i.nle •••••.•.•••• • •• • • • • . • • • • • • • • • • 1 6 
Under 1 month . .......•..•..•......... 4 5 
1 month-under 2 months •• .....••....•• 4 5 
2 months-under 3 months .• ............ 3 8 
3 months-under 4 months ••••.••.•....• 2 
4 months-under 5 months •... .......... 9 
5 months-under 6 months . ............. 2 2 
6 months-under 7 months •••••••••••••• 2 5 
7 months-under 12 months • ...........• 2 2 
12 months-under 2 years ••••.••.•.....• 1 
Unable to determine . ................. 1 1 
Total . ............................ 20 45 
Analysis 
It will be noted that the duration of rehabili-
tation training of those patients with hemiplegia admitted 
to the Rehabilitation Clinic in 1951 was under 3 months in 
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12 cases or 60 per cent of the total number. Of this group 
of 12 one patient remained only long enough to be evaluated 
on admission. A breakdown of the four cases listed as hav-
ing a training period of under 1 month reveals that 2 
patients remained in the program .for 3 weeks each, one 
remained for 2 weeks and one stayed only 1 week. Of the 
four cases whose period of rehabilitation lasted under 2 
months, all four people remained for a period of 4 weeks. 
Three individuals received their training over a period of 
2 months. Of the remaining 40 per cent of the cases, 2 
people stayed in the program for 5 months, 2 people rema 
for 6 months, 1 person stayed for 7 months, one individual 
for 11 months and 1 person for 14 months. It was not 
possible to determine the duration of the rehabilitation 
training of 1 patient. 
The duration of rehabilitation training of those 
patients admitted in 1954 was under 5 months in 35 or 77.77 
per cent of the total number of cases. A breakdown of 
this number reveals that 6 patients were evaluated only on 
aamiss,ion, 5 people remained for a period of time ranging 
from 1 week to 3 weeks, 5 people stayed from 4 to 7 weeks, 
8 remained from 8 weeks to 11 weeks, 2 people stayed from 
12 weeks to 15 weeks, whfle 9 people received their 
rehabilitation training over a period ranging from 16 weeks 
to 19 weeks. Of the remaining 11.22 per cent of the cases, 
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2 people had a training period of 20 to 23 weeks, 5 others 
completed their program in less than 27 weeks while 2 more 
individuals toCkfrom 28 to 44 weeks to finish their train-
ing. It was not possible to determine the duration of 
training of one patient. 
A comparison of the figures for the two years 
reveals that 60 per cent of the total number of people 
admitted in 1951 had a rehabilitation training period of 
less than 3 months while 53.33 per cent of the total 
number of individuals admitted in 1954 took less than 5 
months to complete their training. The modal period of the 
duration of rehabilitation training 1n 1954 was 4 months 
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under 5 months with/people occupying this category. It is 
evident that in both years the majority of people completed 
their training in less than 6 months. It is of interest 
to note that no patient was carried in the Clinic program 
more than 14 months during either year. 
Implications for Nursing 
It is probable that comprehensive nursing care can 
reduce the time necessary for rehabilitation of the person 
with hemiplegia. S'etting the stage for retraining may 
well be accomplished by the nurse in the giving of total 
care in the early stages of the patient 1 s illness, in the 
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interpretation of the role of ancillary team members to him 
and in the provision for a definite program of activity 
in the home situation. The nurse also has the responsi-
bility for helping to educate the general public to the 
needs which must be met and for helping to promote programs 
designed to give the rehabilitated hemiplegic adequate 
opportunity to resume as normal a degree of activity as 
possible in the life of the community. 
In addition to teaching the patient, the public 
health nurse must also recogni~e the importance of teach-
ing in those homes where the family as well as the patient 
need help, as for example, in adjusting to the care and use 
of special equipment such as braces, crutches and other 
mechanical aids. The nurse may also be an aid to the 
family in making certain physical adaptations 1n the home 
which will foster greater independence 1n the indivudual 
with hemiplegia. Likewise she may indicate to the family 
the patient's emotional needs and help them to adjust 
their own attitudes and actions so that the patient may 
derive the mo st benefit from his period of rehabilitation 
training. If the future plans of the family are jeopar-
dized by the stricken individual's additional time spent in 
a r ehabilitation training program, it might be necessary 
for the nurse to define the exact difficulty, indicate it 
to the family members, if they are not aware of its 
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significance, and suggest a f am ily caseworker or public 
assistance agency \ii hich might be able to point out ways and 
means of meeting the possible financial and family relation 
ship problems. 
~he Factor of Occupations Prior to Onset 
of Hemiplegia 
Disabled persons with hemiplegia include people 
from all walks of life. Some may be elderly individuals, 
but others may also be young adults. Some may have held 
responsible positions in industry and business before the 
onset of their disability, while others may have been 
homemakers or students. 
(See Table 9. on following page) 
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Table 9 
Occupations of the Patients with Hemiplegia Admitted 
to the Rehabilitation Clinic in the Years 
1951 and 1954 (Prio,r to Disability) 
Occupations 
Professional Work ••••••••••..••••• 
Housekeeping . ...................•. 
Business .........................• 
Service Occupations ••••.••••••..•• 
Industry . ........................• 
At home . ..............•......•.... 
Student . ........................•• 
Unable to determine ••••.•..••••••• 
Total . ........... . · ............• 
Analysis 
Number of Patients 
1954 1954 
4 
3 
7 
1 
5 
20 
2 
11 
7 
6 
14 
2 
1 
2 
45 
Of the occupations held prior to the onset of 
hemiplegia of those patients admitted to the Rehabilitation 
Clinic in 1951, the one listed as "Business" appeared to be 
the most popular, having 7 patients or 35 per cent of the 
total group. In this group were found a bookkeeper, a 
receptionist, a retired manufacturer of soft drinks, 
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2 salespeople, a secretary and a clerical worker. 
11 Industry11 followed as the occupation of second importance, 
absorbing 25 per cent of the total group. Here were found 
a miner, a moulder, a retired machinist, a leather manu-
facturer and a crane operator. "Professional Work 11 
claimed 20 per cent of the total group with 2 teachers, 
a musician and a doctor. Fifteen per cent of the group 
were listed as having service occupations such as a 
cleaner and tailor, a seamstress and a dressmaker. Only 
1 housewife represented the homemaking group. 
In 1954, by percent of the total group, 14 or 31.11 
per cent of the people repr~sented "Industry" as a millman, 
an upholsterer, a stitcher, 2 machine operators, a linotype 
operator, an engineer, a factory foreman, a furniture 
finisher, a weaver, a coil twister, a cloth inspector, a 
printer and a leather worker. "Homemaking 11 followed with 
a total of 11 housewives representing 24.44 per cent of all 
the people. By per cent of the total number of patients, 
7 or 15.55 per cent were in .. Business" as a storekeeper, a 
stenographer, a salesman, a secretary, an accountant, a 
superintendent of an insurance company and a broker. An 
additional 15.55 per cent, 6 patients, were listed as 
having service occupations such as 2 truck drivers, a 
retired policeman, a beautician, a worker in a nursing 
home and a worker in the highway department. The 
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professional group was represented by 2 people or 4 per 
cent of the total group by a mechanical engineer and a 
teacher. One student represented 2 per cent of the entire 
group, 2 people who were listed simply as being "at homeu 
comprised 4 per cent of the group and another 4 per cent 
was composed of 2 people whose occupations were unable to 
be determined. 
Review of the figures of both years reveals that, 
whereas business occupations ranked first in 1951, they 
were represented in third place in 1954. Industrial 
occupations which occupied second place in 1951 rose to 
first place by a substantial increase in the number of 
patients representing that category of occupations. Of 
significance is the sharp rise in the number of housewives 
who availed themselves of the services of the Rehabilita-
tion Clinic in 1954 as compared with 1951. Also of inter-
est is the fact that only a relatively small percentage 
of the total patients admitted to the Clinic were people 
engaged in professional work. 
The Factor of Discharge Disposition 
The question of the feasibility of rehabilitation 
from a medical, social and economic viewpoint has been 
raised from time to time not only by the public but by the 
professions themselves. Opinions expressed in writing 
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and verbally indicate that there still appears to be 
considerable emphasis placed on retraining only those 
hemiplegics less severely disabled, that is, those who 
are potentially employable. It must be emphasized once 
again that rehabilitation of the hemiplegic patient with 
considerable residual is just as valuable economically to 
the family and the community as the retraining of the 
less severely involved individual. It must be stressed 
that the ability of the person with hemiplegia to care 
for his own being and perhaps the capacity to do even half 
the amount of 1.vor•k normally expected of an adult often 
saves costly care of that individual in an institution or 
hospital as well as releasing personnel to care for the 
more acutely ill patients. 
(See Table 10 on following page) 
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Table 10 
IDischarge Dispositions of the Patients with Hemiplegia 
Admitted to the Rehabilitation Clinic in the Years 
1951 and 1954 . 
Discharge Disposition 
Evaluation Only ••••••••••••••••.•• 
Improved in gait and/or ADL ••.•••• 
Home Treatment ••••••••••...••••••• 
Referral to other Agency •••••••••• 
Return to Former Job ••••••••••.••• 
Return to New Job ••••••••••••••••• 
Return to Homemaking •••••••••••••• 
Treatment Discontinued: 
Deceased •••••••••••••••..•..••• · 
Illness: ........ ............... . 
Failure to Return for Treatment 
At Pat1eht 1 s Request ••••.•••••• 
Unable to Determine ••••••••••••••• 
To tal .••••.••..........•.....••.•• 
Number of Patients 
~951 1954 
2 
5 
3 
4 
1 
l 
2 
1 
1 
20 
7 
ll 
7 
4 
l 
5 
l 
6 
l 
2 
45 
70 
Analysis 
In 1951 only 2 people or 10 per cent of ·the total 
group of 20 patients with hemiplegia who sought training 
in the Rehabilitation Clinfc were not considered feasible 
cand:iaates for admission. Following a perio:d of training 
at the Rehabil-itation Cllnic, 3 patients or 15 per cent of 
the total group were discharged on a home treatment program 
while 4 patients or 20 per cent of the total group were 
referred to other agencies, 2 to the language clinic of a 
general hospital and 2 to community workshops. An addi-
tional 2 patients, or 10 per cent of the group, were able 
to return to jobs in non-sheltered atmospheres, 1 patient 
to his former job and the other to a new job. Treatment 
was discontinued in 4 cases or 20 per cent of the group for 
the following reasons: 2 individuals expired during the 
course of treatment, 1 patient became ill during this time 
and 1 individual failed to return for treatment. Of the 
total group of patients 5 or 25 per cent were discharged 
as being improved in gait and/or activities of daily 
living. Thus, it may be said that, in general, 14 of the 
patients or 70 per cent of the total number of the group 
completed their training and were discharged as improved 
in functional ability in varying degrees. Four or 20 per 
cent of the patients did not complete ·their training 
because of illness, failure to return for further treatment 
and death. The remaining 10 per cent or 2 people did not 
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participate in the program and so were discharged as 
being evaluated only. 
In l954s 7 people or 15.55 percent of the total 
group were evaluated ohly at the time of admission. With 
the exception of one individual who was described as 
having a low fatigue threshold coupled with a difficult 
transportation problem, specific reasons for not accepting 
the other 6 people for rehabilitation training were not 
defined in the medical records. After a period of training 
in the Clinic, 7 patients or 15.55 per cent were referred 
to other agencies, namely, 3 patients were referred to the 
Division of Vocational Rehabilitation for placement in 
industry, 2 patients were sent to a general hospital for 
speech therapy and 1 individual was sent to the same 
general hospital for further evaluation of a neurological 
process while the seventh person was returned to a Correc-
tion Institution. By per cent of the total group 5 or 11.11 
per cent of the people were able to return to employment, 
4 to their former jobs and 1 to a new job. In addition, 
another 5 persons or 11.11 per cent were able to return to 
positions as housewives. Treatment was discontinued in 8 
cases or 17.77 per cent for the following reasons: 1 
individual became ill during the period of training, 
another person terminated the training period at his own 
request and 6 people failed to return for treatments. Of 
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the total group of patients 11 or 22.22 per cent were dis-
charged as being improved in gait and/or the activities 
of daily living. In general, then, 28 of the patients or 
62.22 per cent of the total group completed their rehabil-
itation training and were discharged as improved 1n fun-
tional ability. Eight people or 17.77 per cent did not 
complete their training because of illness; and failure to 
return for treatment. Since 7 people, or 15.55 per cent, 
were not deemed acceptable for training, they were dis-
charged after evaluation only. The status of two indivi 
was unable to be determined. 
A review of the figures shows that despite such 
factors as illness, death and failure to return for treat-
ment, between 62 and 70 per cent of all the patients 
admitted to the Clinic in the years 1951 and 1954 completed 
their rehabilitation training and were discharged as 
improved in functional ability in varying degrees. 
Implications for Nursing 
Whether the person with hemiplegia is capable of 
returning to his former position or can only improve in 
activities of daily living and/or gait, the nurse plays a 
vital role. It may well be that the sense of security 
the nurse fosters by helping one individual with hemipleg 
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to achieve independence in self-care activities may be as 
great as that derived by another hemiplegic patient from 
the help the nurse affords him in the attainment of full 
physical and mental independence as manifested by his 
return to full employment. 
Obviously each disabled hemiplegic patient pre-
sents an individual problem to the rehabilitation team. 
For this reason the objective of each person can be 
achieved only by following that type of plan which con-
siders not only the clinical problems but the social, 
economic, and vocational influencewhich have produced the 
individual's personality. Since individuals with hemi-
plegia are among the most difficult patients to 
rehabilitate, it would be helpful for the nurse to 
remember that these individuals must not only learn to 
adjust themselves to realistic limitations inflicted by 
the disability, but must also alter their own conceptions 
of themselves, their relation to people and learn to work 
in accordance with the nature and extent of their 
disability. For some people with hemiplegia a job may 
never be the goal. However, if the person has sufficient 
capacity and motivation, the nurse, as a member of the 
rehabilitation team, can contribute her efforts to teaching 
him to care for himself and leading a life of independence 
and dignity. 
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-It is gratifying to note the increasing number of 
housewives who are daily being helped to carry on their 
homemaking activities following hospital discharge under 
seemingly impossible circumstances in their own homes. 
Success in such situations usually stems from the active 
participation in homemaking training as a part of compre-
hensive rehabilitation for the woman with hemiplegia during 
the period of hospitalization. 
Even though homemaking training is not available 
in all hospitals, the nurse in the unit may still be able 
to offer tangible help to the hemiplegic housewife through 
encouragement and careful management of her daily activitie: 
Depending upon the degree of disability in the patient, the 
nurse may succeed in having one hemiplegic patient care 
for all of her own clothing as well as the housekeeping 
of her own unit whi1e another, more severely disabled, 
may only be able to function as a manager with no perform-
ance of actual housekeeping duties. With the guidance and 
supervision of a home economist or occupational therapist, 
the floor nurse may even be able to adapt a portion of the 
kitchen in the hospital unit into a simple "training 
kitchen" where the hemiplegic housewife could practice 
her homemaking skills weeks .before she would face the 
reality of the actual home situation. 
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Just as in all other aspects of rehabilitation, the 
nurse who encourages the participati0n of the hemiplegic 
patient in a homemaking training program and offers her 
opportunities to practice newly acquired skills in the 
ward under her supervision is contributing generously to 
the fostering of self-reliance, self-sufficiency and 
1, 
energy-saving methods which will be of immesurable help 
to the individual at discharge when she may be faced with 
the care of a home and family. 
Since it is the nurse's function to not only help 
the patient with hemiplegia to achieve health but also to 
maintain that health as well as the gains achieved with 
the help of other therapists, it is apparent that rehabil-
itative nurs,ing care as indicated above would depend to a 
large extent upon additional members of well-educated 
nurses helping the patients to achieve the designated 
goals with more facility and less time. Increased emphasis 
on recruitment and scholarship aids to young men and 
women interested in nursing, plus state or federal subsi-
dies allotted to private hospitals participating in active 
rehabilitation programs may be ways of preventing the 
discharge of the hemiplegic patient with gross, disabilities 
who is not yet prepared to return safely to his home much 
less t o the community. 
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The Factor of Education 
The hemiplegic patient with much residual disabili 
should not be forced to a life of complete physical depend-
ence or to an acceptance of menial jobs simply because his 
educational background does not include a college degree. 
While it may be true that people with grade school educa-
tion often depend to a great extent on physical dexterity 
for their livelihood, it does not automatically follow that 
they have skill and ability only in one or two fields. It 
has been established that, given average intelligence and a 
sound mind, despite the extent of formal schooling, even 
a hemiplegic patient with marked physical involvement can 
engage in a number of trades or vocations if consideration 
is made for his disabilities. It is recogniz:ed, of course, 
that the extent and nature of the cause of the hemiplegia, 
personality or speech difficulties and advanced age may be 
factors discouraging any attempt at vocational re-training 
of these people. 
(See Table 11 on following page) 
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Table 11 
Education of the Patients with Hemiplegia 
Admitted to the Rehabilitation Clinic 
in the Years 1951 and 1954 
Grades in Schoo,]. 
Elementary Schoo~ (Grades 1-8) ••••••• 
High School Undergraduate (9-11) ••.•. 
High School Graduate ••••.••••.•.••••• 
College Undergraduate (Years l-3) ••.• 
Go:llege Graduate ••••••••••••••••••••• 
Unable to Determine ••.••••••••••••••• 
Total . ....•......................• 
Analysis 
Number of 
1951 
3. 
1 
3 
3 
2 
8 
20 
Patients 
1954 
6 
3 
2 
2 
1 
31 
45 
Forty per cent of the total group of patients with 
hemiplegia admitted to the Rehabilitation Clinic in 1951 
cannot be described because their records do not list their 
schooling. Of the number that remain, 25 per cent of the 
total group of patients admitted to the Rehabilitation 
Clinic had from 1 to 4 years of college education. Only 
2 individuals in this group were college graduates while 
3 of the individuals were described as follows: one person 
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studied for 2 years in a business college and 2 others 
each had one year of college. The patients who did not 
attend college comprised 35 per cent of the total group 
and a breakdown of their schooling reveals that 3 individu-
als completed 8 grades of study, one completed 10 grades 
and 3 people were high scho~l graduates. 
The figures listed for 1954 show that 68.88 per 
cent of the patients cannot be described because of 
insufficient information on the records regarding their 
schooling. According to the remaining figures, one person 
i n the group was a college graduate, and one of the two 
individuals who were listed as college undergraduates 
completed 1 year of college while the other terminated 
2 years at a Technical Institute. The patients who did 
not attend college constituted 22.22 per cent of the 
total group. A description of their schooling revealed 
that 3 people completed the sixth grade, 3 completed the 
eighth grade and one person each completed the ninth, tenth 
and eleventh grades while 2 individuals were high school 
graduates. 
Implications for Nursing 
Armed with a knowledge of the hemiplegic patient's 
educational background and perhaps a pattern of his per-
sonality, the nurse together with the vocational counselor 
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can review the obstacles and opportunities to employment 
dependent upon schooling. If, after suitable guidance 
measures have been empaoyed~ it is decided to prepare the 
individual for a job, it may well be possible to institute 
vocational training at the bedside. If such a program is 
initiated the nurse would be in a particularly advantageous 
position to help with the supervision in order to see that 
the training meets the individual's needs and is within his 
physical tolerance. Thehlea of vocational training at the 
bedside has special significance in the care of the 
person with hemiplegia, for frequently he spends consider-
able time convalescing either in the hospital or at home 
following the acute phase of the disease. While recuper-
ating, the individual may use the time profitably by 
preparing himself through training for a new job or for 
return to his former occupation. 
The Factor of Physical Therapy 
Preservation of existing muscle strength and pre-
vention of deformity from the onset of the hemiplegia are 
vital to the entire process of rehabilitation of these 
people. Even though muscle re-education is most often 
effected by a doctor or a physical therapist, it has been 
proved that the nurse has a definite role in this area. 
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Table 12 
Number of Patients with Hemiplegia who Received 
Physical Therapy Treatment Prior to their 
Admission to the Rehabilitation Clinic 
in the Years 1951 and 1954 
Number of Patients 
Treatment 
1951 1954 
Received treatment ••••••.•..••• 13 26 
Did not receive treatment •••••• 4 5 
Unable to determine •.•...•••••• 3 14 
Total . .....................• 20 45 
Analysis 
Of the twenty patients admitted to the Rehabili-
tation Clinic in 1951, 13 or 65 per cent bad received 
some type of physical therapy over varying periods of 
time before their admission to the Clinic while 4 or 20 
per cent indicated that no such professional treatment 
had been rendered. Physical therapy as defined in the 
medical records usually consisted of "electric treat-
ments, massage and exercises·. 11 
Of the 45 patients admitted to the Clinic 1n 
1954, 57.77 per cent indicated that they, too, had 
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received physical therapy of the type described above 
prio~ to admission to the Clinic. Eleven.ll per cent 
of the total group denied that such treatment had been 
administered prior to administered prior to admission. 
Even though it was not possible to determine 
whether 3 of the individuals in 1951 and 14 of those in 
1954 had receiYed physical therapy treatments, it seems 
to be apparent that over 50 per cent of the total group 
of ,patients had the benefit of various forms of physical 
therapy before seeking admission to the Rehabilitation 
Clinic. 
Jmnlications for Nursing 
If, as the facts indicate, over 50 per cent of 
the total group of patients studied received some form 
of physical therapy priar to their admission to the 
Rehabilitation Clinic, it is conceivable to reason that 
at least some of this treatment could have been incor-
porated into the daily nursing care given during the 
acute phase and early convalescence of the hemiplegic 
patient. Furthermore, although it has. not been 
established factually, the data appear to at least imply 
that such experience was considered important enough to 
receive whether or not its value in relation to rehabili-
tation was recognized. 
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Assuming that prescribed active and passive 
exercise as. well as the use of other physical therapy 
modalities are valuable in the restoration of the 
person with hemiplegia, it should be stressed once 
again that they should be initiated as soon as is safely 
possible while the patient is still hospitalized. It 
has been pointed out previously that muscle re-education 
is usually carried out by a doctor or a physical 
therapist. However, it has also been established that 
the nurse can safely assume the responsiblity for 
pass.ive and active motions as prescribed by the doctor 
and under the supervision of a physical therapist. Such 
treatment could be initiated by the nurse in the form of 
simple ·exercises within prescribed limits and the 
teaching of self-help measures. It is entirely possible 
that additional physical therapy might be required by 
these patients after hospital discharge, but the nurse 
would at leas,t have the satisfaction of knowing that she 
helped to begin the rehabilitation of her patient at the 
earliest moment possible and that he was sent home at 
least no more involved than he was on admiss,ion. 
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CHAPTER V 
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 
The major problem posed in this study is related 
to nursing implications significant in the early rehabili-
tative care of the individual with hemiplegia as derived 
from the medical and social data of a group of such 
people . admitted to a specific rehabilitation clinic. 
Two methods were used to solve the problem. The 
first was based on an analysis of social and medical 
characteristics of the patients with hemiplegia who were 
admitted to a rehabilitation clinic in the years 1951 and 
1954. The following ·facts were revealed: 
1. In general the age at the onset of hemiplegia 
of the patiehts observed in this study occurred 
during the interval of forty to sixty years--
the so called "prime of life 11 period. 
2. The individuals with hemiplegia who were 
admitted to the Rehabilitation Clinic in 1954 
were, on the average, a little younger than 
those admitted in 1951 although the patients 
received during both years were those in the 
"prime of life. 11 Also the distribution of 
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male and female patients remained at about 
the same percentage level for both years. 
3. At the time of their admission to the 
Rehabilitation Clinic, approximately 66 per ceni 
of the individuals with hemiplegia were married 
and the remainder were single, widowed or 
divorced. 
4. The percentage of patients with a time lapse 
of less than twelve months from the onset of 
their hemiplegia to their admission to the 
Rehabilitation Clinic in 1954 almost doubled 
the percentage recorded for 1951. Also in 
1954 there was a substantial increase in the 
number of people who sought training in 
rehabilitation within six months of the initial 
manifes,tation of their hemiplegia. 
5. Private physicians were the outstanding sources 
of referral for persons with hemiplegia during 
the years 1951 and 1954. However, it is sig-
nificant to note in 1954 the inclus i on of two 
large public agencies, the Welfare IDepartment 
and the Division of Vocational Rehabilitation 
in addition to one new private source of 
referral, a private hospital. 
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6. A consistently high and almost equal per-
centage of both men and women with hemipleg 
admitted in both the years 1951 and 1954 we 
regarded as feasible candidates for rehabUi 
tation training. 
7. The majority of patients with hemiplegia 
admitted to the Rehabilitation Clinic in 
both the years 1951 and 1954 received their 
training in less than six months. No 
was carried in the program more than fourte 
months. 
8. Among the occupations of the patients prior 
to the onset of hemiplegia, business ranked 
first in 1951 but waa represented in third 
place in 1954. Industrial occupations which 
were in second place in 1951 rose to first 
place by a substantial increase in the numbe 
of patients representing that category of 
occupations. Of interest is the sharp rise 
in the number of housewives who sought and 
received sufficient rehabilitation training 
to per mit them to return to their homemaking 
duties. Relatively few people engaged in 
professional work applied for admission dur-
ing either one of the two years. 
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9. Despite such factors as illness, death and 
' 
failure to return for treatment, between 62 
and 70 per cent of all the hemiplegic patients 
admitted to the Rehabilitation Clinic in 1951 
and 1954 completed their training and were 
discharged as improved in varying degree in 
gait and/or activities of daily living. 
10. Over 50 per cent of the total group of 
patients with hemiplegia for both 1951 and 
1954 received physical therapy treatments 
described as 11 electric treatments, message and 
exercises, 11 prior to their admission to the 
Rehabilitation Clinic but after discharge from 
the hospital. 
The s:econd method was to derive nursing implica-
tions from the reported findings significant in the early 
rehabilitative care of the individual with hemiplegia. 
These implications were revealed: 
A. The Factor of Age 
1. The need for the nurse to teach professkr.al 
staff and the public as well the comprehen-
sive care of the hem~plegic patient and his 
family so that maximum recovery occurs in a 
minimum of time. 
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2. The need for the nurse to participate 
in health programs designed to promote 
awareness in the adult approaching 40 
years of the value of periodic check-ups 
·and 11health inventories ... 
3. The need for the nurse to become a 
member of the research team on cardio-
vascular diseases, particularly those 
resulting in hemiplegia, in order to 
better apply existing principles of 
nursing when caring for the hemiplegic 
patient as well as to help develop 
.batter methods for restoring these 
people to a productive living. 
B. The Factor of Marital Status 
1. The need for the nurse to recognize the 
importance of allaying disturbing fears 
and anxieties of the married man or 
woman hemiplegic with growing families. 
2. The need for the nurse to develop in the 
family of the individual with hemiplegia 
a feeling of real physical and emotional 
security which they, in turn, can 
transfer to the patient. 
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the 
3. The need for the nurse to recogniz~amily 
as an extremely powerful factor in deter-
mining the degree of restoration in the 
patient. 
4. The need for the nurse to investigate home 
conditions of hospitalized hemiplegic 
patients for the purpose of determining if 
facilities are conducive to future progress 
of the patient at ho~e 
5. The need for the nurse to utilize whatever 
necessary hospital and community resources 
,, 
available in order to provide the maximum 
health and welfare of the hemiplegic patien1 
and his family. 
C. The Factor of the Interval of Time Between the 
Onset of Hemiplegia and the Time of Admission 
to the Rehabilitation Clinic · 
1. The need for the public health nurse to 
investigate ~nd report untreated or 
inadequately treated residual disab+lites 
or persons with hemiplegia in her district. 
2. The need for the nurse to help prepare 
adequate and complete referrals to '\'Jhat-
ever agency or home the patient plans to 
enter after his discharge from the 
hospital. 
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3. The need for the nurse to prevent deform-
ities as well as teach simple exercises and 
self-help measures for the purpose of stim-
ulating the patient with hemiplegia to be 
interested in his own rehabilitation as 
well as avoid unwarranted disabilities. 
4. The need for the nurse to know how to direc 
the hemiplegic patient and his family to 
social, economic, recreational, vocational 
and educational agencies when they require 
such services. 
D. The Factor of Source of Referral 
1. The need for the nurse to recognize a 
patient's referral record as being adequate 
only when all members of the available 
team have contributed to its completion 
with their particular observations and sug-
gestions for optimum care of the patient 
with hemiplegia. 
2. The need for the nurse to be acquainted 
with the type of services offered by 
various agencies caring for the needs of 
the patient with hemiplegia both in the 
home and in the hospital. 
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E. The 
1. 
2. 
Factor of Rehabilitation Rating 
The need for the nurse through lectures, 
seminars, printed material, demonstrations ~ 
help the public overcome false beliefs con-
cerning relationship between the outward 
appearance of the individual with hemi-
plegia and his ability to work. 
The need for the nurse to accept and believ 
in the concept of rehabilitation which 
recognizes some potential in the majority 
of hemiplegic patients with physical 
disabilities. 
3. The need for the nurse to actively parti-
the 
cipate and aid iE,I·support of any community 
service organized for the more complete 
rehabilitation of the person with 
hemiplegia. 
F. The Factor of Duration of Rehabilitation 
Training 
1. The need for the nurs:e to recognize the 
' burden which a long period of rehabilita-
tion training inflicts upon the commllllity 
in which the patient lives in terms of 
lost hours of work as well as the time and 
effort expended by the specialists who 
work with him. 
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2. The need for the nurse to realiz;e that 
adequacy of therapy may be of far less: 
significance than emotional stability, 
family misunderstandings and similar 
factors in determining the duration of 
rehabilitation training. 
3. The need for the nurse to realize her tre-
mendous responsibility for helping to 
educate the public to social, educational 
and vocational needs of the person with 
hemiplegia. 
G. The Factor of Occupation 
1. The need for the nurse to recognize that 
rehabilitation of the hemiplegic patient 
· with considerable residual. is just as 
valuable economically to the family and 
the community as the re-training of the 
less severely involved person. 
2. The need for the industrial nurse to 
become well acquainted with the particular 
problems of each hemiplegic individual who 
may be employed in the plant. 
3. The need for the nurse in the hospital to 
encourage and provide opportunities for the 
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hemiplegic homemaker to practice house-
keeping skills in the unit under super-
vision. 
H. The Factor of Education 
JL. The need for the nurse to participate 
actively whenever possible in the voca-
tionaJL training of the convalescent 
hemiplegic patient; her observations of 
the individual at work contribute 
information which help the vocational 
counselor and the doctor in deciding 
whether the job meets the person's needs 
and whether it is within his physical 
to-l.erance. 
the 
2. The need for the nurse to help ~psy-
chological preparation of the hemiplegic 
patient for training or re-training. 
3. The need for the nurse to recognize the 
fact that barring an extensive lesion, 
personality or extreme speech difficulties, 
or advanced age, even a hemiplegic with 
considerable residual and grade school 
education can engage in most trades or 
vocations if consideration is made of 
his disabilities. 
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Conclusions 
Based on these findings and implications it appears 
that the following conclusions may be made: 
1. There is a ' need for the nurse to improve her 
awareness; and understanding of the breadth of 
her own functions and limitations as well as 
those of the other members of the team in the 
rehabilitative care of the person with 
hemiplegia. 
2. There is need for the nurse to adopt a phi~ ­
la:;o:.phy of rehabilitation which embraces 
consideration of the severely handicapped 
person with hemiplegia as well as the one for 
whom treatment would be "profitable!' and which 
emphasizes how she may help such an individUal 
achieve the greatest possible physical and 
mental restoration in the shortest amount of 
time feasible. 
3. For reasons of economic security as well as for 
the happiness and stability of the individual 
with hemiplegia, there is a need for the nurse 
to recognize the influence of such medico-
social factors as age, marital status, time 
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laps:e between onset of hemiplegia and admission 
to a rehabilitation clinic and similar facts 
upon the ultimate recovery of the patient and 
to determine how she can better the rehabili-
tative care of such a person from having a 
deeper insight and keener appreciation of 
such facts. 
4. There is a need for the nurse to obtain 
knowledge and skill in the art of communicating 
concisely but completely, verbally and in 
writing, not only with the hemiplegic patient 
but also with his family and any other 
individual or agency concerned with his care. 
5. There is a need for the nurse to become 
familiar with community resources for the 
individual with hemiplegia and to participate 
actively in programs designed to promote the 
welfare and social adjustment of these 
individuals when they return home. 
6. Although the fundamental principles of good 
general nursing care are inherent in rehabili-
tative nursing, there is a need for the nurse 
to obtain additional knowledge and technics 
for which there is particular need in the care 
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of the individual with hemiplegia (i.e., 
special mechanical aids, prescribed 
methods of exercising, special supportive 
measures to prevent deformities.) 
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Recommendations 
This study was confined to the investigation of 
medical and social characteristics of people with hemi-
p1egia admitted to a specific rehabilitation clinic for 
the purpose of deriving nursing implications significant 
in the early rehabilitative care of the patient with 
hemiplegia. In the light of the findings it is recommended 
that: 
I. Nursing school faculties critically review 
their curricula and plan programs in which 
there will be: 
a. A philosophy of rehabilitation nursing 
which embraces consideration of all 
patients with hemiplegia ••• those who 
are severely incapacitated as well as 
those who are potentially employable. 
b. Clearly defined components of rehabilita-
tion nurs.ing with particular reference to 
the manner in which these basic principles 
apply to the nursing care of the hemiplegic 
patient in the early stage of the conditio~ 
c. Opportunities for better guidance, integra-
tion and experience to enrich the nurse's 
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insight and knowledge into all the factors 
concerned with the needs of the patient 
with hemiplegia. 
d. Training and utilization of the nurse as 
a co-ordinator to help in integrating the 
services of other team members to the 
greatest possible advantage of the patient 
with hemiplegia. 
e. Development of methods of teaching which 
provide students and graduates with experi-
ences in the care of hemiplegic patients 
which are meaningful and help them to 
recognize the basic principles of rehabili-
tation nursing which can be incorporated 
into the daily activity of the patient. 
2. It is recommended that an inservice program be 
organized to help the nurse caring for indi-
viduals with debilitating .conditions, such as 
hemiplegia, to recognize the elements of good 
general nursing care inherent in rehabilitation 
nursing as well as to obtain whatever additinnH 
knowledge, skills and understanding are neces-
sary for the giving of more complete care for 
such a patient. 
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3. It is recommended that the nurse in the 
hospital and in the community broaden and 
strengthen her knowledge and experience in 
the care of the individual with hemiplegia 
by taking additional initiative in the 
exploration of all poss.ible community 
resources which could offer rehabilitative 
care to such a person. 
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The following objectives are recommended in pre-
paring the nurse to give adequate rehabilitative nursing 
care to the patient with hemiplegia. 
needs: 
l 'he nurse as a member of the rehabilitation team 
1. Understanding of her own functions and limi-
tations as well as those of the other members 
of the team. 
2. Knowledge of how to coordinate the services 
of the other team members in order to provide 
the best comprehensive care possible for the 
patient. 
3. Knowledge and practice in the use of hospital 
and community resources to provide continuity 
of care for the patient (e.g., social service, 
vocational counseling). 
4. Skill and ability to teach the patient and 
his family as well as others so that maximum 
restoration can be achieved in the shortest 
amount of time possible. 
5. Skill and practice in stimulating the patient 
to perform functional activities to his 
maximum capacity. 
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6. Knowledge and application of good general 
nursing care related to the hemiplegic patient•~ 
needs (e.g., general health precautions, 
elimination, nutrition). 
Psychological and Emotional Factors 
1. Aeeeptance of the limitations of the disabled 
hemiplegic patient without becoming emotionally 
disturbed herself. 
2. Understanding of all of the facets of 11 total 11 
nursing care and the problems associated with 
the particular disabilities of individual 
hemiplegic patients. 
3. Recognition and appreciation of the influence 
of such factors as the patient himself, his 
family and society on motivation and ultimate 
recovery in such a chronic condition as 
hemiplegia. 
4. Awareness of the patient with hemiplegia as an 
individual with a position in the family and 
the community. 
Mechanical Aids 
1. Khm.;ledge and application of special devices an< 
mechanical equipment which promote self-care 
activities by the hemiplegic patient. 
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2~ Consideration of the physical construction 
of the home as it relates to the needs and 
ultimate recovery of the hemiplegic 
patient. 
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Additional Studies 
It is suggested that further study be undertaken 
in order to: 
1. Determine how the nurse can best orient and 
teach the hemiplegic patient activities of 
daily living and other processes necessary 
for rehabilitation in home situations. 
2. Ascertain the role of the nurse in the return 
of the hemiplegic individual to economic 
self-sufficiency. 
3. Determine how the public health nurse can best 
help the homebound individual with hemiplegia 
to retain and use those activities of daily 
living and other functional processes which he 
learned while hospitalized. 
4. Determine the influence of the nurse during the 
period of hospitalization of the hemiplegic 
individual in providing for the continuity of 
his rehabilitative care in the home and in 
the community. 
5. Ascertain hm<T the nurse can best educate 
public opinion as to the rights of the hemi-
plegic patient and the duty of society toward 
him. 
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6. Determine how the nurse can best utilize 
principles of psychotherapy in the psycho-
logical as.pects of the rehabilitation of the 
person with hemiplegia. 
7. Determine how the nurse may best function in 
community programs designed to promote 
rer..abilitation care of the hemiplegic patient 
after hospital discharge. 
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